Introduction
Bile duct cysts may be asymptomatic, with initial recognition being incidental from imaging studies for unrelated reasons. When symptoms are present, the most common are intermittent recurrent epigastric or right hypochondrial pain, abdominal tenderness, fever and mild jaundice [1] . Nausea, vomiting and anorexia may also be present. Cancer of the gallbladder is also asymptomatic in the early stages, but when symptoms are present, they are similar to biliary colic or chronic cholecystitis.
Epigastric hernia is usually asymptomatic too, with localized pain being the main symptom when present. In obese patients the diagnosis can be difficult, but in thin patients a bulge may be seen or palpated [2] . This is the first case of a bile duct cyst and a gallbladder cancer being discovered following diagnosis of an epigastric hernia, with the hernia content containing part of the cyst. This work is reported in line with the SCARE criteria [3] . epigastric region and abdominal pain in the right hypochondrium and epigastrium for a year. Abdominal ultrasound showed a giant cyst and cholelithiasis. Computed tomography (CT) showed a cyst of 33 × 23 × 30 cm with content estimated at 12,000 cm 3 (12 liters) and confirmed that the epigastric hernia content contained part of the cyst (Fig. 1A, B ).
Case report
The patient was subjected to resection of the cyst, cholecystectomy and Mayo repair of the epigastric hernia ( Fig. 2) . A supraumbilical median laparotomy was performed, assisted with monopolar electric scalpel. Intraoperative pathological analysis confirmed the diagnosis of a biliary cyst and gallbladder adenocarcinoma T1b. Thus, a limited 3-cm wedge resection of the gallbladder bed and lymph node dissection were performed. Skin closure was performed by primary suture with separated stitches. The patient is asymptomatic at 6 years follow-up, free of the disease and without signs of recurrence of the hernia.
Discussion
There is still controversy as to how exactly epigastric hernia occurs. Both the vascular lacunae hypothesis and the forceful contraction hypothesis are accepted as possible explanations for the etiology [4] . Most of these hernias are made up of pre-peritoneal fat only. Furthermore, these hernias, unlike other types of hernia, do not always possess a peritoneal sac. Also, apart from the omentum, intestinal contents such as the stomach, small intestine, colon, Meckelś diverticulum and even gallbladder are rarely seen in the sac [5] [6] [7] . The most common symptoms of bile duct cysts are abdominal pain, fever and jaundice, but their diagnosis is often is an incidental finding. The incidental finding of an early stage gallbladder neoplasm allows, in most cases, a better prognosis [8] . A suture or mesh repair should be performed in small and large defects respectively [9] . In this case, although there was a large defect, the resection of the cyst allowed a Mayo repair without tension.
In a review of the literature, we searched the PubMed database for articles published up to July 2018 using the terms "hernia AND bile duct cyst", "hernia AND gallbladder cancer" and "epigastric hernia AND cancer" and identified 161 articles. The titles and the abstracts of the articles were evaluated, but none of them reported something similar to our case.
The presence of a bile duct cyst within a hernia is a very rare finding, especially making the diagnosis through an epigastric hernia. This case report is the first of a bile duct cyst within an epigastric hernia.
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